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PSYCHOTHERAPY FOR RURAL MALAYS - DOES IT WORK?
ABSTRACT
Broadlydefined,psychotherapyisaprocessofinteractionbetweentwoormoreindividuals
in whichskillsofoneis usedin thehelpingrelationshipfortheemotionalsupportand/or
maturationof theother.
Thehistoryof formalpsychotherapystartsin themid-19thcentury.At thattimeFreud
experimentedwith theuseofhypnosisin thetreatmentofneuroticpatients.Initiallyhe
usedhypnosistosuppresssymptomsbutlaterusedit to releasetheemotionsassociated
with repressedideas.In helpingpatientstorecallsuppressedevents,hefoundit effective
togetthepatientstolieonthecouchandtalkfreelyaboutthepastwhilethetherapistkept
outof sight.Thiswas theoriginof freeassociation.He alsobuilt anelaboratetheoryof
mentaldevelopmentandfunctioningtoguidehispractice.Thiseventuallygavebirthto
psychoanalysisonwhichmostmodernformsofpsychotherapyderived.
Anotherwell-knowndefinitiondescribespsychotherapyas "an interpersonalprocess
designedto bring ",boutmodificationsof feelings,cognitions,attitudesandbehaviour
whichhaveprovedtroublesometothepersonseekinghelpfromatrainedprofessional."
Thisdefinitiondrawsattentiontothreecharacteristicsofpsychotherapy:thepresenceofa
therapist-patientrelationship;theinterpersonalcontextofthepsychotherapies;and,implied
by thenotionof trainingand professionalism,thesensethattherapiesareconducted
accordingto amodelthatguidesthetherapist'sactions.Psychotherapiesaredefinedin
partby theirsettingandin partby thepresenceof anexplicitmodelofpsychopathology,
whichin turngeneratesproceduresforrelievingdistress.
Basedon this background,somethirteenyearsago we embarkedon a journey of
experimentalresearchtoanswerthequestionwhetherpsychotherapycanwork onMalay
patientsfromaruralbackground.Mosttherapiesinsistonstrictinclusioncriteriafortheir
therapies;themajorcriteriabeingwell educatedandpsychologicallymindedpatients.
Thisseemstoexcludemostofthepatientsweweretreating.Todotherapyonthesepatients
would meantodefythecriteriaandfacepooroutcomeortocreateanewformof therapy
with our ownmodelandowncriteria.Westartedwith neuroticdisordersandgradually
workedondepressionandfinallyevenonpsychosis,whichhasbeensaidtoberesistant
topsychotherapy,withremarkablesuccess.Theworkhasbeenrecognizedandourmodel
of psychopathologyandtherapyhasbeenincludedasa formof therapywithin theCBT
group.Furtherworkisnowbeinggearedtowardspatientswiththemoresevereandchronic
formsofanxietygroupof disorders.
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INTRODUCTION
The rootsof behavioralandcognitive-behavioralinterventionsarein classicalearning
theory(classicalandoperantlearning)andin sociallearningtheory.Wolpe'ssystematic
desensitizationmethodwas probablythe first rigorousattemptto adaptPavlovian
conditioningtoaclinicalsituation.At thesametime,Skinnerandcolleaguesusedoperant
conditioningtechniquesto modify thebehaviorof psychoticinpatients.Largely for
epistemologicalreasons,behavioralapproachesignore the importanceof cognitive
processes.UndertheinfluenceofBandura,Ellis,Michenbaum,andBeck,thebalancehas
beenredressed,andcognitions(bothconsciousandunconscious)havecometooccupyan
increasinglyprominentroleinmodelsofpsychopathology.Cognitivetherapiesharewith
dynamictherapiestheassumptionof irrationalcognitiveprocesses.However,within
cognitivetherapy,cognitionsareseenashavingbeenlearnedandtobemaintainedthrough
reinforcement;challengestotheseassumptionsmaythereforebemadedirectlyratherthan
via unconsciousdeterminantsasimpliedby dynamictheory.In addition,theproposed
links betweensymptomatologyand specificcognitionsaresomewhatlesscomplexin
cognitivethanindynamicapproaches.Nevertheless,thereisconsiderableoverlapbetween
moderncognitivetherapyandtraditionalpsychoanalyticdeas,andindeedmanycognitive
propositionsderivefromanalyticformulations.Examplesof overlapbetweenthesetwo
traditionsincludethenotionofhelplessness,thediscrepancybetweentheperceivedself
andtheidealself,theself-destructivenessofnegativecognitionsimpliedin thenegative
view of theself,theworld, and thefuture;and thetendencydefensivelyto avoid the
scrutinyofpainfulcognitions.
At leasttraditionallywithinthisorientation,theclinicianis lessconcernedthanhisorher
dynamiccounterpartwithhowmaladaptiveideasandbehaviorshaveemerged.Behavioral
andcognitive-behavioralc iniciansfocusonhowthesemaladaptiveaspectsoffunctioning
aremaintainedby theindividual'senvironmentandthroughpropertiesinherenttotheir
beliefsystems.In theearlydaysof cognitivetherapy,considerablemphasiswasplaced
ontheprimacyof cognitionsoveremotionalresponses- in otherwords,theproposition
thatemotionalreactionscouldbepredictedonthebasisofbeliefsandexpectations.More
recentlytherehasbeenageneralrecognitionbybothdynamicandcognitivetheoriststhat
theseparationofthesetwomodesoffunctioningisanoversimplificationof littleheuristic
value,andonethathasno credibilityeitherwithinphilosophicaltraditionor in modern
cognitivescience.
Becauseof theintellectualrootsof thisorientationin positivistepistemology,thefocusof
behavioralinterventionsis on definablebehaviorsthatcanbe readilymonitoredand
addressedin therapeuticinterventions.Cognitive-behavioraltreatmentsrepresentan
integrationof this levelof analysiswith considerationof thoughtsandbeliefsthatmay
leadtodysfunctionalbehavior.Thegoalof suchinterventionsis tochangemaladaptive
beliefs,usingawiderangeoftechniquesattheclinician'sdisposal.Thesecommonlyinclude
elementsof self-monitoring, identifying, and challengingnegativethoughts and
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assumptionsthatmaintainproblematicbehaviorand experiences;decatastrophization;
and schedulingactivitiesthat, in turn, aid furtherself-monitoringand challengeof
dysfunctionalbeliefs.Although interpretationmayat timesbe a partof thecognitive
therapist'sarmamentarium,finding reasonsfor particularbeliefsis not regardedasan
essentialor necessarilyvery effectivecomponentof the intervention.The goals of
interventiontend to be clear,and the patient'smotivationis stronglyreinforcedby
suggestionandsupportby thetherapist.
The distinctionbetweencognitiveandbehavioralinterventionsis a controversialone.
Cliniciansfromprimarilybehavioraltraditionconsiderthatinterventionsuchascognitive
restructuringmaybeeffectiveonlythroughtheirimpactonthepatient'sbehavior,which
in turnmodifiestheirsubjectivestate.By contrast,"purecognitivists"considerdirectly
inducedbehavioralchanges(e.g.throughselectivereinforcement,or in vivoexposure)to
havealong-termeffectonlyin thattheyforceachangein thepatient'sexpectations.In our
work we did notconcernourselveswith thisdistinction,whichis of limitedrelevanceto
technique,althoughitmayhaveimplicationsfortraining.Weweremoreconcernedabout
gettingourmodeltofollowacognitive-behavioralapproachwhilemodifyingideals/values
withoutimposingidealsandvalues.Thismodelandthearrayoftechniquesatourdisposal
weremoreacceptabletoourpatientsandus.
PSYCHIATRY IN MALAYSIA
Theprevailinginfluenceof cultureonhealthis evidentin everysociety.Culturalbeliefs
determineperceptionsofcausality,illnessbehaviourandtreatment.EverycountryinSouth
EastAsia hasseveralethnicgroups,religionsand languages.Among theAsians the
traditionalbeliefthatspiritualforcesexertimmensecontroloverbothphysicalandmental
healthis stillrife.Thiscanalsobeseenin Malaysia.
Malaysiais madeup of threemainracialcommunities.The Malays form 55%of the
populationwhiletheChinese35%andtheIndians,theremainder.Becauseof theseracial
differencesthepsychiatricsymptomstendtobeslightlydifferentin thesegroupsalthough
therateof psychiatricdisturbanceis no differentfromtherestof theworld. However
Malaysiais associatedwith theso-called'cultureboundsyndromes'.Amok, Latahand
Koro arefrequentlylinkedtoMalaysiaalthoughtheyhavebeenreportedin manyother
countries.
TheMalaysaretheindigenouspeopleof Malaysia.Theyaregenerallysoftspokenand
shythoughthathaschangedrecently.Althoughmostof themhavetraveledwidelyand
hadbeeneducatedeitheroverseasor locallymostarestill holdingon to traditionsand
strongculturalbeliefs.Thebeliefthatillnessesandespeciallymentalillnesscanbecaused
by demons,evil spiritsor beingcharmedby othersis still widespreadevenamongthe
educated.At timeseventheservicesof bomohs(traditionalhealers)arecalledforthbefore
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thesepeopleembarkedon someimportantactivitieslike interviews,etc.It is still not
uncommontohavepsychiatristshavingtogivewayto relativesofpatientswhorequest
thattheirmentallyill relativesbedischargedorgivenleavesothattheycanbringthemto
seea bomoh.Over thelast15years,theMalayswho aremainlyMuslims,havebecome
moreawareof religionanda religiousrevivalhaveresultedin manyMalaysbecoming
morereligious.Thishasnotresultedin newsymptomatologyofmentalillnessbutit has
resultedin newhealthseekingbehaviouramongthisgroup.Somenowresorttolooking
forholywateri.e.waterthathasbeengivendoa (invocation)by aholypersonorreligious
teacher.Mostnowalsoresorttosunathajat(electiveprayers)morefrequentlyasadjuncto
treatmentof thementallyill.
TheChinesearemainlyinvolvedin thebusinesssector.Theywereoriginallymigrants
whocametowork in thetinmines.Theyworkedhardandtheirnumbersgraduallygrew
biggerandfinallybecameestablishedasanimportantpopulationgroupin thecountry.In
factit wasoneof them,Mr. YapAh Loywho foundedKualaLumpurthepresentcapital
cityofMalaysia.Like theMalays,theytooarenowmainlywesterneducatedbutcultures
of theChineseremainstrong.Theirbeliefin thepowersof the'Yin' and 'Yang';andthe
balanceofthesedeterminementalandphysicalhealthisstillevident.Somealsobelievein
ghostsandevilspiritsasthecauseofmentalillness.It isnotuncommonafewyearsagoto
find Chinesepatientspresentingto thepsychiatristswith lacerationsontheirbacks.Thi~
is partofaritualamongsomeChinesewhobeliefthattheillnessis duetoevilspiritsand
thespiritsneedtobedrivenawayby Chinesemonkswhowould maketheselacerations
onthepatients'back.
History of MalaysianPsychiatry
Theearliestrecordedevidenceofapsychiatricfacilityin Malaysia,wastheexistenceofa
lunaticasylumin Penang,in 1829,with25inmates.Thenextrecordis thebuildingof the
CentralMentalHospitalin TanjongRambutan,followedby mentalhospitalsin Tampoi
andSarawakin 1933.In 1961,Malaysiahaditsfirstnativepsychiatrist.Thefirstgeneral
hospitalpsychiatricunitwassetupin1959in thePenangGeneralHospitalwithoutpatient
and in-patientfacility.Lateron anumberof decentralizedpsychiatricgeneralhospitals
weresetup. In 1973,Malaysiastartedpost-graduationprogramin psychiatryfollowing
which psychiatrytook off.At presentthepsychiatristpopulationratio in Malaysiais
1:350,000andis far belowtherecommendedlevelsfor developingcountries.Currently
thementalhealthfacilitiesin Malaysiaarebasicallyhospitalbased.Moreover,evenin
placeswheredistrictoutpatientserviceshavealreadybeensetup,thepsychiatricfacilities
arebasedinhospitals.Perhapsthemostgratifyingandtheimportantdevelopmentin the
last15yearshavebeentheincreasein thenumberofpsychiatristsin thecountry- from19
in 1988toaround100in 1996.TheMalaysiangovernment'stargetis tohavearound300
psychiatristsby theyear2000.Thishasnotbeenachieved.Anotherimportantchangehas
beenthesubstantialreductionin thenumberofbedsin thepsychiatrichospitalsandthe
increasedemphasisoncommunitybasedmentalhealthservices.Themotivebehindthis
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is thepolicy of deinstitutionalization.Slowly,communitypsychiatry,child psychiatry,
rehabilitationandotherspecialtiescamein, placingpsychiatryfirmlyontheroadtonew
horizons.
MENTAL ILLNESS IN MALAYSIA
The typesof mentalillnessesarechangingin thiscountry.This is probablydue to an
increasedawarenessamongthe generalpopulation.In the 1960swesternliterature
describeddepressionasbeingrarein developingcountries.Perhapsdepressionwasnot
takenseriouslyasanillnessin thesecountriesandmostof thepatientspresentedto the
physicianswith vaguesomaticcomplaints.Althoughthisis still generallytruei.e.most
patientsfind it hardto acceptdepressionandvisita doctorfor theillness,studieshave
shownthatdepressionis asprevalentin developingcountriesasin developedcountries
althoughthepresentationmayhaveamoresomaticcoloring(Varma,Azhar,1992a,1992b;
Azhar 1990;Azhar et ai, 1991,1992a)becauseof the inabilityof thepatientto accept
depressionperseasasymptombutwould projectthedepressionasachesandpains.A
study(Varma,Azhar, 1995)lookingat thepsychiatricsymptomatologyin patientsand
their familiesattendinga primaryhealthcarefacilityin Malaysiafound thatthemost
commonsymptomsfound wereof depression(13.2%),followed by hypochondriacal
symptoms(8.2%),anxietysymptoms(6.1%)andpsychoticsymptoms.It is interestingto
notethatmostof thedepressedpatientsweremissedbythedoctorsbecausemostpatients
do not complain of depressionbut of vegetativesymptomssuch as fatigue,sleep
disturbance,backpain,chestpain,nausea,abdominaldiscomfortor shortnessofbreath.
This is becausetheculturedoesnot considerdepressionasan illness.It is an accepted
emotionthatis shortlived.Only weakpersonsaredepressed.It is unmanlyto cry and
showdepression.At timesitisshamefultocry.Buttohavebackacheorheadacheisperfectly
acceptable.Sothemainproblemofdepressionin thiscultureis itslaterecognitionandas
suchlatetreatment.However,theoutcomeevenwith delayedrecognitionandtreatment
is relativelygood.The rateof suicidein Malaysiais low andis comparablewith other
countries.This is probablybecause;Malaysiais predominantlyMuslim andthisactasa
safetyvalveagainstsuicide.Therateofsuicideishigherin theChinesethanin theMalays
primarilybecauseofthereligionfactor.Evenamongpsychotics,therateishigherinChinese
comparedtoMalays(Azhar,1991).
As mentionedabove,hypochondriacalandanxietysymptomsformthehighestgroup.
Thisisprobablynotmuchdifferentfromothersocietiesbutthepresentationofthepatients
is different.Againmostof themdonotaccepthesesymptomsaspsychologicalproblems.
Theyprefertothinkofthemasphysicalillness.Mostbelievethattheyhavethesymptoms
becauseofbeingcharmedorbecausetheyhavelostthesoulsubstance(semangat).Thelost
of thesoulsubstancemakestheirbodyweakandpatientswill sufferfromshortnessof
breath,numbness,tremors,palpitations,abdominaldiscomfort,etc.Anothergroupof
patientswill havethesesymptomsbecausetheybelievetheirancestorshaveJinns and
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thatnow aftertheirancestorshavepassedaway,theJinns havedecidedto stayin their
bodiesandthesymptomsarisebecausetheyareweakorbecausetheyrefusetoaccepthe
Jinns. TheseJinns aresupposedtohavespecialpowerstohelpthemor tohelpothers,e.g.
a patientof minewith anxietysymptomsbelievesthesymptomswerecausedby a Jinn
thatbelongedtoher motherthathaverecentlypassedaway.TheseJinn havechosento
inhabither.By inhabitingherbodyshewill beanexpertbidan(maternitynurse)justlike
herlatemother.Howeversheis unabletoaccepthisresponsibilitybecauseshehasher
own futureplans.Theproblemwith thisbeliefsystemis thatthedoctoris not thefirst
persontheyseekwhentheydevelopsymptomsbutthebomohs.Theyonlyseektreatment
aftertheirillnessbecomeschronic.Thesebeliefsarealsofoundnotonlyamongtherural
but also amongtheurbanpopulation.For example,thepatientdescribedaboveis a
schoolteacherin anurbanarea.Hypochondriacalsymptomstooareoftenmissedbecause
thesesymptomsarenotnecessarilyphysicalorclear.Commonworriessuchascancerare
notoftenmanifestedby patients.Mostcomplainsareofvagueintestinalcomplaintsthat
do not fit anyphysicalillness.Theycomplainmainlyof nauseaandangin (wind)in the
stomachor otherpartsof thebodysuchasnervesorbloodvessels.Theircomplaintscan
be easilymistakenfor somatichallucinationsor delusionsto theunsuspectingdoctor.
Angin orwind is commonlyblamedasthesourceofmostillnessesbythebomohsandthis
beliefhascaughtonwithmostpeople.Hereagaintheproblemisoflatetreatmentasmost
patientsbeliefthedoctorscannothelpthemsincethereisnosuchthingaswindinwestern
medicineand thereforedoctorswill notbe ableto detecttheirillness.Here insteadof
jumpingfromdoctortodoctortheywill jumpfromonebomohtotheothertolookforthe
righ~bomohwho will beabletoremoveall thewind fromtheirsystem.
Hysteriais anotherneuroticillnessthatoccasionallyoccursin Malaysia.Whatis more
interestingis theepidemichysteriathatoccursespeciallyin residentialschoolsorhostels.
Theygenerallyinvolveyoungfemalestudents.Theyarealsofairlycommonin factories
wheretheworkersarefemales.It is assumedthatthesefemalesarebeing'disturbed'by
spiritswhoaresupposedtoinhabittheareawheretheschoolsorfactoriesare.Thereason
why theyonlyaffectfemalesisnotclearbutoneexplanationisthatthefemalesareweaker
thanthemalein theirsoulsubstanceorsemangatandthusit is mucheasierfor theghosts
andspiritstodisturbthem.Usuallyit startswith oneperson'seeing'a spiritor aghost
usuallyin a desertedplacesuchasthewashroom,andbecomeshysterical- generally
screamingorcryingandattimesbecomingaggressiveandviolent.Otherfemalecolleagues
would thenjoinherby screamingandshoutingwith somebecomingviolentaswell.The
screamingandcryinggoesonuntila bomohor areligiouspersonis calledtosayprayers
thatwill appeasethespiritsandonlythenwill all thegirlssettledown.Againbecauseof
thisbelief,thebomohsandreligioushealersarecalledin suchinstances.A doctoris very
rarelyconsulted.Newsofepidemichysteriausuallygetsextensivecoveragein themedia
and this resultsin otherschoolsor factoriesgetting'infected'.In mostcases,only the
indexpersonexperiencesthevisionof thespirits.The'infected'friendsmostlydonotsee
theghostsbut experiencesensationsuchasbeingtouchedor pushed.Thefactoriesand
schoolsinvolvedareusuallythosethathaveratherstrictrulesandregulations.Theschools
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commonlyaffectedarereligiousschoolswherethestudentsarenot allowedto openly
play gamesor mixwith males.Someschoolsthatsendtheirstudentsto doctorsaftera
hystericalattackhaverelaxedsomeoftheirstrictruleswithpositiveresults.Unfortunately
thereareno studiesto accuratelyestablishtherelationshipbetweenmasshysteriaand
strictrules.Howevermasshysteriacouldbeconsideredasageneralcopingdevise,which
is acceptedby theculture.
Anotherneuroticillnesscommonlyseenis obsessive-compulsivedisorder.This illness'
frequencyis thesameas in thewesteventhoughthepresentationagainis different.
Althoughno systematicstudyhasbeendonetodetecthecontentof obsessivethoughts
in Malaysia,experienceof manypsychiatristsindicatesthatvery few patientspresent
withtheclassicalobsessivethoughtofdirtandthecompulsionofwashing.Amongpatients
in ourpracticewehaveonlytreatedtwoofthesepatients.Mostofthepatientsthatwesee
presentwith ruminationsof religiouscontent.In ourclinicoutof about10patientsbeing
referred,9ofthemhavereligiousruminations.Examplesoftheseruminationsare'thereis
morethanoneGod', 'I havesaidthetalak(divorce)tomy wife,thereforeour continued
relationshipis sinful', 'theprophetmadea mistake'.Treatmentwould requirenot just
psychologicalknowledgebut religiousknowledge.Most patientsaregiven religious
psychotherapy,whichisdescribedlaterin thispaper.At timesreligiousteachersarecalled
in to aid in treatmentbut thisat timeshindersprogressas we allow thepatientto be
reassured.In cognitivetherapy,reassuranceisregardedasavoidancebehaviour.Avoidance
is ahindranceinpsychotherapybecauseitpreventsdisconfirmationofnegativethoughts.
At timestheruminatorsusethesereassurancesasneutralizingthoughts,which,justlike
avoidance,maintainsthesymptoms.(Our religioustherapyis basedon thecognitive
therapymodelandprinciples).
Regardingpsychoticillness,justlikeelsewhere,schizophreniaffects1%ofthepopulation.
As expectedthesymptomof schizophreniais reflectedby thepatient'sculture. The
phenomenologyof hallucinatoryexperiencesof Chinesepatientsfroma predominantly
ChineseareaofMalaysiawascomparedtothoseofMalaypatientsfromapredominantly
Malayarea(Azhar,etaI,1992b,1993).MostMalaypatientsheardvoicesthattheyattribute
to God; demonsor spiritswhile Chinesepatientsattributethemto friends,relativesor
neighbors.However,thoseChinesethathavebeenbroughtupinMalaycommunitieshad
auditoryhallucinationsliketheirMalaycounterpart,i.e.voicesofGod,demonsorspirits.
This clearlyindicateshow culturalinfluencecantranscendraceandreligion.Regarding
thecontentofvoices;religiousissuesweresignificantlymorecommonin theMalaypatients.
VisualhallucinationswerealsosignificantlymorecommonamongtheMalay patients.
51% of themexperiencedtruevisualhallucinationscomparedwith 20%found in most
otherstudies.Althoughthesesymptomsdonothaveanybearingondrugtreatment,hey
haveinfluenceon psychosocialmanagementof thesepatients.Psychologicaltreatment
directedatvoiceswill havetobeverydelicatelyhandled,forexample,if theyarevoicesof
God,thenthedoctorscannotchallengethepatientstoignorethemor togoagainsthem.
Somepatientswho arewilling for therapyaretoldnottochallengethevoicesbuttolook
for evidenceofmisinterpretingthemasGodis infalliblebuthumansare.
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DelusionsamongMalaysianpatientshavealsobeenstudied.Azhar,etal (1995),found
thatthereis ahigherprevalenceof religiousandothersubculturallyrelateddelusionsin
Malay patients.Persecutorydelusionswere morecommonin Malay patientswhile
grandiosedelusionsweremorecommonin theChinese.Nihilisticanddelusionsofguilt
werealsomorecommonin theMalays.Analysisof grandiosedelusionsindicatesthat
moreof theMalaypatientsweredeludedaboutbeingin authorityorhavingpowergiven
by God.On theotherhandtheChinesepatientsweredeludedabouttheirwealthand
socialstatus.Most of the contentof delusionsin Malay patientswere centeredon
interpretationoftheQuran,beingsinful,beingspeciallychosenbyGod,beinggivenpowers
byGod,beingdescendantsofGodorprophet.Analysisofpersecutorydelusionsindicate
thattheChinesebelievedmembersoftheirfamiliesorclosefriendswantedtoharmthem
whiletheMalaysbelievethegeneralpublicwantstoharmthem.Reasonsforharmgiven
bytheChineseincludetheirwealth,knowledgeandskills.TheMalaysontheotherhand
citedjealousyof theirGod-givenpowerasthemainreason.
Anotheraspectofpsychosisthathasreceivedwidespreadattentionin theWestistherole
ofexpressedemotionsin relativesin themaintenanceofpsychosis.Verylittleinformation
existsaboutrelativesexpressedemotionin non-Westerncountriesanditsrelationshipto
maintenanceof schizophrenia.Onlyonestudyexistssofarin Malaysiaandit indicatesa
trendin theoppositedirection(Azhar,etaI,1996b).Thefamiliesof83schizophrenicpatients
whohadmorethantwoepisodesofschizophreniawerestudied.Themostsalientfeature
discoveredwas thevirtual absenceof high levelof expressedemotionas thecauseof
relapse.Themajorityof thefamilieshadlow expressedemotion(72.3%)whileonly25.3%
had high expressedemotion.The mostlikely explanationfor this disagreementis the
culturaldifferencesbetweenMalaysianfamiliesandWesternfamilies.Obviouslythishas
significantbearingonthefamilytherapyofpatients.As mostfamiliesalreadyhavepositive
emotions,thereisnosensein furtherdevelopingthisaspectofinteractionwiththepatient.
In thefirstplaceexpressedemotionmaynothaveanyrolein ourpatientsor perhapsthe
utilizationofexpressedemotionasproposedin theWestin ordertopreventrelapsemight
notapplytoourpatients.
CULTURE BOUND SYNDROMES IN MALAYSIA
Somedisordersarefoundonly in certainculturesandit oftenhasasuddenonset,short
durationandgoodprognosis.Cultureis amixturein whichallbiological,psychological
functioningoperatein themanifestationofpsychopathologyandit maynotbewrongto
statethatallpsychiatricsyndromesmaybeboundculturallyinsomewayoranother.This
termhasgenerallybeenusedbyWesternprofessionalstoidentifyafewsyndromesreported
in differentothercultures.However,it shouldbeunderstoodthatif a traditionalhealer
fromAsia or Africa, for exampleis exposedto a Westernpatient,hemightfind certain
behaviorsof thosepatientstobeodd andsurprising.Thetermculture-boundsyndrome
denotesrecurrent,locality-specificpatternsofaberrantbehaviourandtroublingexperience
I
..
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thatmayor maynotbelinkedto aparticulardiagnosticcategory.Thesesyndromesare
generallylimitedtospecificsocietiesorcultureareasandhaveatroublingsetofexperiences
andobservations.The importanceof culture-boundsyndromeslie in thefactthatthese
havebeenidentifiedasimportantdiagnosticcategories,deservingmentionin theDSM-
IV (DiagnosticandstatisticalmanualoftheAmericanPsychiatricAssociation,4thedition).
AlmosteachcountryinSoutheastAsiahasseveralethnicgroups,religionsandlanguages.
AmongtheAsiansthetraditionalbeliefthatspiritualforcesexertimmensecontrolover
bothphysicalandmentalhealthis still rife,andmanyof theculturespecificsyndromes
areattributedto thosebeliefs.We would mentionsomeof the commonlydescribed,
"culture-boundsyndromes"fromthispartof theworld, althoughtheymayhavebeen
alsoreportedsomewhere lse.
Trance States
PossessiontrancestatesarenotpeculiaronlytoSoutheastAsiabutoccurin otherpartsof
theworld aswell.Therearehowever,certaincharacteristicfeaturesof possession-trance
thatarecommontothedifferentethnicgroupsin Malaysia.Theseare:thealterationin the
levelofconsciousness,amnesiafor theperiodof thetrance,durationof lessthananhour,
fatigueat theterminationof thetrance,normalbehaviourin theintervalbetweenthe
trances,onsetbefore25years,occurrencein low socialclasspeoplewithpooreducational
level and in thosewho witnesseda trancepreviously.Possession-tranceis akin to a
hystericalepisode(Kua,Sim,Chee,1986).It beginsin an individualunderstressbut is
unableto copewifh it andthusresolvestheconflictby possession-trance.During the
trancethestereotypedbehaviourallowsthereleaseof repressedfeelings.This socially
sanctionedbehaviourisrecognizedasasignofdistress,whichwouldevokeanappropriate
responsefromthecommunity.Moreover,theindividualistreatedwithrespectbecausehe
isperceivedtobefavoredbyadeity.Thisconditionis likenedtoadefensemechanismfor
thepreservationof self-dignityandself-worth.Thesepeoplearealmostneverreferredto
anypsychiatricfacility.Treatmentis mostlysoughtfrom thetraditionalhealerswhere
fewerstigmasareattachedto thepatient.
Koro
Koroisanacuteanxietyreactioncharacterizedbyanintensefearthattheperson'sgenitalia
(commonlypenisor femalebreastor genitalia)is shrinkingandmaydisappearintothe
abdomen,leadingtodeath.It isanacuteanxietystatewithpanicattack(Gwee,1968).The
personmayattemptosecureaholdonhispenisby tyingaribbonaroundit orgrasping
it withwhateveris available.Thisgenerallyoccursin cultureswherebeliefaboutKorois
prevalentand thus family membersgetdisturbedaboutthe attack.The panic over
impendingdisappearanceof thepenisleadsfamilymembersto helpingthepatientin
tyinghisgenitaliawithstrings.AlthoughKoroaffectsindividuals,occasionallythereisan
epidemic.Sometimeback,anepidemicofkoro-likesyndromeoccurredinThailand,where
1000590600
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it is calledrok-ioo,whichwaslateronblamedonpoisonedfood. Mostcasesarereported
in SoutheastAsia and southernChina,whereit is describedas suk-yeong.Occasional
reportsof Koro fromWesternculturesarealsoseen.A fewcasesof Koro havealsobeen
reportedin casesof organicbrainsyndromes.Koro individualsaredescribedasthose
with loweducationalbackgroundandwhoaredependentorhaveimmaturepersonalities.
Korohasusuallybeenthoughtofasapsychogenicdisorderresultingfromtheinteraction
ofcultural,socialandpsychodynamicfactorsinespeciallypredisposedpersons.Cultural
fearsaboutnocturnalemission,masturbation,andsexualoverindulgenceleadingtofears
aboutvirility seemto giveriseto thecondition.Theprecipitatingfactorsmayinclude
coitus,asuddenexposureof thepenistocoldwaterorhearingstoriesofpeopledyingof
Koro.However,thedisorderisshort-livedandthepersonusuallyrecoversafterexplanation
andreassurance.Thepatientsmaybetreatedwithpsychotherapyorantipsychoticdrugs.
Sometimesedationmaybenecessary.In a few casesmodifiedinsulinandelectroplexy
maybeneeded.Most of thepatientsin longtermfollow up showimprovementanddo
nothavefurtherattacks,althoughtheymaybeproneto developanxiety.However,the
prognosisisrelatedtothepremorbidpersonalityandanyadjustmentproblems.A caseof
sporadicKoro hasbeendescribedwherethereis a complicationof maritaldisharmony
and sexualrejection(Adityanjee,Azhar,Subramaniam,1991).Thereis suggestionthat
thereis a distinctionbetweensporadicKoro andepidemicKoro.Thesporadicformcan
presentwithKoroasasymptomorwithKorosyndrome,whichin turnconsistsofclassical
Koro andKoro grafteduponunderlyingpsychiatricillness.ClassicalKoro asdescribed
byDevanandOng(1987)ismorelikelytobeseenepidemicallywhereastheKorosymptom
(Sachdev,1985)is unlikelytooccurin epidemicproportions.
Amok
Firstdescribedin SoutheastAsia, thisword is derivedformtheMalayword 'mengamok'
meaningtoengagefuriouslyinbattle.Amokdescribesthesuddenonsetofwild rage.It is
a rareillness,whichhasbeendescribedin Malaysia,Singapore,Philippines,PapuaNew
Guinea,PuertoRico(maldepelea)andJava.Examplesofpersonswithasyndromesimilar
to amokin theUnited Stateshavealsobeenreported.Thosepeopleturnedout to be
sufferingfromschizophrenia,bipolardisorderordepressivedisorder.Itwasfairlycommon
in Malaysiamanydecadesbackbut of latehasbecomerare. It is a formof dissociative
disordercharacterizedby a period of brooding followed by an outburstof violent,
aggressive,orhomicidalbehaviourdirectedatpeopleandobjects.Thepersonrunsabout
armedwith aweapon,suchasaknifeandattackseverybodyindiscriminatelyinhispath
beforeheiseventuallyoverpowered,orsometimes,commitsuicide.Prior totheoutbreak
he appearstobewithdrawnanddepressedandhehascompleteamnesiaof theattack.
Theepisodetendstobeprecipitatedby aperceivedslightor insultandiscommonamong
males.TheMalaysiannativealsoreferstotheattackasmatagelap(darkeye).Theattack
is oftenaccompaniedbypersecutoryideas,exhaustionandreturntopremorbidlevellater
on.Someof thecaseshavebeenreportedtobehavingschizophrenia,paranoidpsychosis,
epilepsyorbrainlesion.Thereasonsforoccurrenceofthissyndromein Malaysianpeople
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arenotveryclear.Oneof thereasonsfor thisconditionmaybea culturalexpressionof
aggressioninsocietywhererestrictionsareimposedonadolescentsandadults.Thebelief
inmagicalpossessionbydemonsandevilspiritsmaybeanotherfactor.Theeasyavailability
ofknifeasalethalweaponhasalsobeenreferredtoascontributoryfactor.Socialstresses,
rolecrisisandseparationfromfamilymayalsobeacontributoryfactor.Theattacklasts
for a few hours.The treatmentconsistsof restraintand sedationor treatmentwith
antipsychoticmedication,if psychosisis diagnosed.
Latah
Thisis anuncommondisorderseenamongMalaysandIndonesianwomen.It isknownin
the Philippines as mali-mali and in Thailand as bah-tschi.This disorderwas found
predominantlyin MalaysianandJavanesewomenbut alsofoundin males.However,in
recentimesthisdiseaseisbecomingrareandnowadayshardlyanycaseof latahis seen.
Thecauseoflatahhasbeenconsideredtobeanintensefearreactiontoastimulusleading
todisorganizationof egoboundaries.Thepersonalityis stablewhenthepersonis outof
attack,whichmayoccurtointelligentpeople.TheMalaysianpeople'sbeliefinpossession
statesmaybeafactorcontributingtotheLatahreactions.Latahhasalsobeensuggestedto
beahereditarydiseaserunningin familieshavingastartlereactiontostimuli,whichwould
otherwisenotcausethatreactionin normalindividuals.
Latahoccursin twoforms.Thefirstoneisthestartlereaction,inwhichthepersonsuspends
allnormalactivitiesandstartsabehaviourcharacterizedbycompulsiveimitationofwords,
gesturesor actsand automaticobediencemaybe present.The personmay alsoutter
obscenities.Theotheroneconsistsof a chainof unusualand inappropriatemotorand
verbalmanifestations,whicharegenerallyoutofthevoluntarycontroloftheperson.The
behaviouris precipitatedby anyfrighteningincident.However,personsarefully aware
of thesituationinspiteofnothavingcontrolovertheiractionsandanyattemptocontrol
thepersonsleadstoresistance.Theymayfeelshyaftertheepisode,asusuallytheyarethe
centerofjokeslateronbythepeople.It cangoontobecomechronicdisease,if uncontrolled
forseveralyears,leadingtopermanentautomaticobedienceandechoreactions.Thismay
alsoleadtopersonalitydeterioration.Thepersonmayhideawayfromthesociety.
Thosewiththisconditiondonotseekmedicalhelpandtheyareviewedbyfamilymembers
or friendsasjust'oddpersonalities'.However,oncetreatmentissought,it shouldconsist
basicallyofpsychotherapy.If latahreactionisfoundtobeassociatedwithsomepsychiatric
disorder,benzodiazepinesandmajortranquilizersmayalsobeused.
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PSYCHOTHERAPY IN MALAYSIA
Background
Psychiatryin itsinfancyin Malaysiawasmainlyforthetreatmentofpsychoticswhowere
putin asylums;psychotherapywasnevermeantforthem.It developedmuchlaterin the
seventies.It was,asin theWesterncountries,mainlyusedforneuroticpatientsandfirst
cametobepracticedby localpsychiatristsin thecapitalcities.Sincethesepsychiatrists
receivedtheirtrainingoverseas,themostcommonformofpsychotherapyin theseventies
and eightieswas of thepsychoanalytictype.The patientsweremainly thosewho are
themselvesWesterneducatedandspokeEnglish.This,ofcourse,meansthatthemajority
ofpatientswhowerenotsophisticatedenoughwereleftout.
The cultureof most Malaysianswho areMuslims too could not readily acceptthe
psychoanalyticmodelofFreud(Freud,1949).As suchmostneuroticpatientstendtovisit
indigenousreligiousfaithhealerswithverylittleprospectsfor improvement.Mostof the
symptomswereattributedtolostof 'semangat'(soulsubstance),beingcharmedbyenemies
orbeingdisturbedor hauntedby evil spirits.Variousversesandincantationsarerecited
to freethepatientof all thesespirits.At timesversesof theQuranor Sunnahareused.
Many otherformsof pseudoreligiouspracticesareusedby thesehealerstoconvincethe
patientsthattheyarereligiousandtheirtradeisbeingacknowledgedbyGod.An example
ofsuchapracticeis whenaso-calledreligiouspersonrecitesversesof theQurantocatch
spirits.Oneof thesehealersliterallyputstheseunseenspiritsinbottlesandthrowsthem
intheriver.OtherswouldstartbyrecitingtheQui-anbutendsbysummoningsomespirits
thatis alignedtohim tofightthebadspiritsinhabitingthesickperson.Yetotherswould
recitetheQuranandstarttoseemessagesandfutureeventsfromabasinof water.Any
Muslim knowsthatpredictingthefutureor fortunetellingis againsttheteachingof the
QuranandtheProphet.Thesepracticeshavebeengoingon foryearsandarestillbeing
practicedin mostpartsof thecountrytoday.Subsequentlyas moreMuslims became
educatedand could differentiateproper religious substancefrom pseudoreligious
techniques,theytendtolookformorescientificformoftreatment.Freud'spsychoanalysis
doesnotfitintoeitherbeingreligiousorscientific.As suchtheyoungerMuslimpsychiatrists
startedtopracticemoreofsupportivepsychotherapyratherthanpsychoanalysis.
Supportivepsychotherapyplacesmoreemphasisonsupportingormaintainingapatient's
existingpersonalitystructureanddefensemechanisms(Tian,1995).Thekeyfeatureis the
provisionof anongoing,consistentrelationshipin whichthetherapistaimstomaximize
thepatient'sstrengths,minimizehisdependenceonthetherapistandhelphimtoliveas
independentlyas possible.Family therapyand grouptherapyalsostartedto become
popularasthepatientsbecomemoresophisticatedandunderstandthattheirillnesswas
attimescausedby orhaseffectsonotherfamilymembers.
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Howeverascientificapproachtopsychotherapywith religiousinputonlystartedin the
earlyninetiesin Malaysia(Sharma,Azhar,Varma,1995).Controlledstudiesinvolving
patientswithanxietydisorder(Azhar,etaI,1993b,Azhar,1993b,1994a,1994c),depressive
disorder(AzharetaI,1995a,1995b),andbereavement(AzharetaI,1994b,1995d)indicate
that religious psychotherapybrings about more rapid improvementcomparedto
supportivepsychotherapy.Thetablesbelowshowsomeof theresultsfromthosestudies.
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Religiouspsychotherapyin Malaysia.
Introduction.
Psychotherapyis importantandeffectiveif carriedoutproperlyandpatientselectionis
donecarefullyandcorrectly.In RuralMalaysia,thefieldofpsychotherapyis limitedif we
followtheWesternconceptsincemostpatientsareveryculturallytunedtoculture-based
medication.Simplepsychotherapyorcounselingbyfaithhealersseemtobefairlyeffective
anecdotallythoughimprovementdonotlast.
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Psychotherapyis asocioculturalinstitutionandtheirissueswill playa majorrolein the
modeandoutcomeofpsychotherapy.Ideallypsychotherapyshouldbeableto takeinto
accountheimpactontherapyofreligiousbeliefsandpractices,especiallythosethatplay
powerfulrolesin patient'slives(Koltko,1990).
Koltko (1990)illustrateshowreligiousbeliefsarerelevantomanyissuesinpsychotherapy,
suchasreceptivitytopsychotherapyingeneralandrelativeaccessibilitytodifferentspecific
approaches.He emphasizesthatatherapistshouldkeepin mindthatreligiousbeliefsand
valuesheldby acommunityhaveexistedformuchlongerthanthetherapist'sparticular
therapeuticorientation,becausetheyhavehad adaptivefunctions.Hencethetherapist
shouldnotlightlychallengeorattemptochangethem.Heshouldbesensitivetodifferences
in issuesaffectingdifferentsubgroupsof believers.Thus, when takeninto accountin
psychotherapy,religiousbeliefswill inevitablyaffectits receptivityby patientsand its
ultimateoutcome.
Our modelandconceptualization
Thisbringusdirectlytoour conceptualizationof religiouspsychotherapy(Azhar,1995g,
1996a,1996c;AzharetaI,1996a).Wehypothesizethatthemainprobleminhumanemotional
disordersisnotin theconflicts,especiallyofthesexualnature,butin thevaluesystemand
theideals.Eachoneofushasidealsorvaluesthatwehaveacquiredovertheyearsthrough
learningexperienceandmodeling.Theseidealsandvalueswill determineour actions
andemotionsandif onetendtoshownegativeemotionsthenthefaultcouldbetraced
backtowrongidealsorvaluesandamodificationof theseidealsorvaluescouldhelpto
eliminateorcontrolnegativeemotions.Thisis anoversimplificationoftheproblem.There
areofcoursemanyfactorsthatcontributetonegativeemotions,butourvaluesandideals
is thecentraletiologicalfactor.WebasethisonQuranicpsychology.Differentvalueson
moralityproducetwodifferentindividualswithdifferentemotionalmakeup.Weattempt
topresentclinicalevidencein supportof thishypothesis.
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Our experiencewith religiouspsychotherapy
In our experiencesince1990with anxietypatients,we havefound that therewas a
significantimprovementin thestudygroupascomparedwiththecontrolgroup(Azharet
aI,1994c).Similarresultswereseenindepressedpatients(AzharetaI,1995b)andbereaved
patients(AzharetaI,1995d).Overall,religiouspsychotherapywasfound moreacceptable
topatientsandproducesfasterecoverythansupportivepsychotherapy(AzharetaI,1994a).
Howevermoreworkneedstobedonetolookatitsactualong-termoutcomeandwhether
it is usefulin relapsepreventionin comparisonto drugs.At thisstage,we haveample
evidencetosuggesthatthereisasignificantchangein the"values"ofthepatientstreated
withreligiouspsychotherapycomparedwiththosetreatedwithsupportivepsychotherapy.
Basedon thesefindings,thereligiouspsychotherapymodelseemstobesupported,i.e.
whatisneededis a"valuesearch"and"valuechange"not"conflictsearch"and"conflict
resolution".
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Thebasictechniqueof religiouspsychotherapyisborrowedheavilyfromthetechniques
usedby Beck(Beck,1967,1979)totreatdepression.Wefirstidentifynegativethoughtsin
thepatientsandattemptto modifythemusingcognitivetechniques.Oncethepatient
learnsthiswegodeeperandusingthedownwardarrowtechniques(Beck,1979)or the
prejudicemodelofChristinePadesky,wetrytoidentifydysfunctionalassumptionsin the
patientandlateronthe"ideal"and"values"of thepatient.Onceweattainthislevel,we
usereligioustechniquesin ascientificwaytomodifythevalues.
(Early) Experience
SCbemastJorebeliefs
(Absolute)
DYSfunctionalassnmptions
(Conditional)
j
Critical incid~nt(s)
j
Beliefs/Assumptionstriggered
VII .. Thinking Errors
Negativeautomaticthoughts
Symptoms ~
Affective~! \\ lnterpersonalCognitive Physiological
Behavioral Motivational
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The mainstayof our techniquesis thatit hasto be throughcollaborationand Socratic
questioningatall levels.By collaboration,we meanwe work with thepatientto find a
solution.We do not preachor teachhim what he should or shouldnot do. Socratic
questioningmeansweaskquestionstothepatientsothathewill find theanswersrather
thantheanswersaregiventohim.Forexampleif hebelievespeoplearelaughingathim,
weaskhimhowheknowsthatforafact,why wouldpeoplewanttodothat,wouldhedo
thesametopeople,whatevidencehashegot to show,etc.It mustbe datadrivenand
scientificandatnotimeis thetherapistallowedtostartpreaching,or forcehisvalueson
thepatient.He hastoworktogetherwiththepatienttofind thepatients'"values"using
theQuranandSunnahasguidancebutneverthroughlecturesorpreachingor imposition
ofvalues.A therapistwhohasatendencytodothisisnotsuitabletocarryoutthisform
ofpsychotherapynomatterhow religioushemaybe.
Oncepatientscanlearnthistechnique,theycanbedischarged,astheyshouldbeableto
treatthemselvesthenexttimeaproblemshouldarise.Sobasicallythistechniquehelpsa
patienttoknowtheIslamiccopingskillsin ascientificmanner,andlogicallytheoutcome
shouldbeexcellentandrelapsesarenotexpected.Workispresentlybeingdirectedtowards
theseaspects.
Religiouspsychotherapyhasbecomeverypopularin ourpractice,asmostofthepatients
arereligious.Almost70%of thepatientsreferredtothepsychotherapyclinicendup with
thisformoftherapy.Therelativesofthepatientsarealsokeenforthepatienttofollowthis
therapy(AzharetaI,1994a).At thatmomentit wasonlybeingusedforneuroticpatients
andassuchtheselectioncriteriaincludedonly thistypeof patients.Besides,theymust
havea minimalamountof educationalbackgroundas it involvescognitivebehaviour
techniquesthatrequirealotofinputfromthepatientsthemselves.All ofthemwill needto
carryoutalotofbehaviourexperimentsduringsessionsandathome.As suchtheother
importantcriteriais thattheyhavetobemotivatedtoimprovethemselves.However,the
mostimportantcriteriaisthattheyhavetobereligiousforalldiscussionswill fallbackon
religionasthesourceof guidanceandevidence.In our work for thepurposeof being
objectiveand scientific,all patientsmustfill up a religiousscalequestionnairebefore
undergoingtherapy.Thisisascalethatwedevelopedinitiallyforourstudybuthavenow
beenusedona regularbasis.It consistsof 20questionsonprayers,fasting,zakat(alms),
performingthehaj,sunatprayers,othersocialobligationsasgoodMuslimsandbeliefin
QuranandHadith.Thiswill helptoestablishif thepatientsarereallyreligiouslymotivated
to undergothetherapy.All patientswho score70%and aboveon thescalehavebeen
knowntoshowimprovementaftertherapy(AzharetaI,1994a).
As withothertherapies,thistherapyisalsobeingtriedonotherdisordersbesidesneurosis.
Workhasstartedon patientswith chronicpainandothersomatoformdisorders.Small
samplesofpatientswithpsychosis,i.e.patientswithbipolardisordersarealsobeingtried
withthistherapy.At themomenthereisconfidenceamongthetherapiststhatthistherapy
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wouldbeabletoatleastmaintainimprovementin thesegroupsofpatientsalthoughthey
maynotofferapermanentcure.Thequalityof lifeof patientswhohaveundergonethis
treatmentwill bebetter.Researchis alsobeingdirectedin thisareaof therelationship
betweenqualityof lifeandreligiouspsychotherapy.
Apart fromthis,a smallgroupof otherdisordershavebeentriedwith positiveresults
namely,sexualaddiction(Azhar,1993a;Azhar etal, 1995c),akathisia-inducedsuicidal
behaviour(Azhar et aI, 1992c).The bravestattempthoweverhasbeenapplyingthis
techniqueon psychoticpatientswith remarkablesuccess.Thepatients'responseto all
modalitiesof thoughttogetherwith anxietyand depressivesymptomsshowexpected
outcome(Azhar,1996b;AzharetaI,1997c,2000a).Thegraphsbelowsummarizetheresults.
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Lookingfurtherinto thetherapyof patientswith neuroticdisorders,it becameobvious
thatcognitive-behaviorallytheformulationscanbe generallydivided intocopingand
avoidanceandusing3 differentmodels,our R-CBT modelcanbe incorporatedintothe
treatment(AzharetaI,1997a,1997b)asshownin thetablebelow.
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Furtherexperimentswerethenattemptedusingtheacutedisorderssuchaspanic(Azhar
etaI,1997c)with encouragingresultsasshownbelow.
PanicFrequency
perweek
Catastrophic
belief Score
HAS
Pati Sex
ient
1 F
2 M
3 M
4 F
5 F
6 M
7 F
8 M
9 F
10 F
11 M
12 M
13 F
14 M
Age
45
32
17
30
31
43
38
28
40
32
30
19
29
28
Pretre
atment
20
24
10
19
15
16
11
15
19
12
16
12
16
20
After 3
sessions
9
5
a
10
a
9
3
a
5
a
9
3
a
4
Pretre
atment
100
100
100
100
100
100
100
100
100
100
100
100
100
100
After3
sessions
50
60
10
50
10
30
40
15
60
10
50
30
10
30
Pretre After3
atment sessions
32 20
41 30
35 21
36 30
40 20
38 30
37 28
41 21
40 20
30 10
35 21
38 30
40 18
37 21
Workwithidentifyingeatingdisorderbeliefsamongteenagerswerealsoattempted(Azhar
etaI,1997d,2001b;Normah,Azhar,etaI,2000;Noorjan,Azhar,etaI,2002)aspreludeto
treatingthedisorderusingR-CBTandthefollowingwerediscovered:-
1. ItseemsthatBandBN areclosertosubstancedependencein theircognitiveprocessing
while AN is closertoOCD. As suchif theCBT approachis tobeusedin treatment
thenthetwogroupsofpatientsneedtobeapproachedifferently.TheB/BN patients
would requireustowork on theirdeservingfor foodandneedfor controlwhile the
AN requirestheresponsibilityapproach.
2. BIBN I AN all havedifferentpersonalityprofilesbasedontheirDAs andCBs.This
againmeansthatwe needto approachthemdifferentlyandthiscouldaccountfor
theirpresentationin (1)above.
3. AN IBN hasmorenegativebeliefsaboutselfandtheworld but not of others.This
couldbeusedto advantagein psychotherapyastheirpositivebeliefsaboutothers
includingthetherapisthelpsin rapportdevelopmentandtherapyprocess.
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4. It isimportantobuildpositivebeliefsaswellaschallengeandchangenegativebeliefs
in thesepatients.
Anothergroupof patientsbeinglookedatwerethevictimsof violence(Azhar,1998b).
Cognitivepatternsthatemergedwere:-
(1) Thoughtsthatoccurduringthetraumaticevent.A bipolarconstructofmentalplanning
versesmentaldefeat,relatingto thoughtsduringtheassault.It wasfound to have
good outcomefollowing imaginalexposuretherapywas associatedwith mental
planningduringtrauma,andinferioroutcomewas associatedwith lackof mental
planningduringthetrauma.
(2) Thevictim'ssubsequentappraisalofthewaytheybehavedandfeltduringtheassault
maybe important.Someindirectevidencethatnegativeappraisalsof actionsare
associatedwith pooreroutcomecomesfromstudieslookingat internalattributions
fornegativeoutcomesandstudiesaddressingself-blame.In twostudiesofsurvivors
ofshippingdisastersinternalattributionsfornegativeeventsinvolvingtheindividual
(assessedwithin6monthsofthedisaster),weresignificantlycorrelatedwithdepression
andintrusionsup to 19monthspostdisaster.With respecto self-blameit hasbeen
foundthatpost-rapepsychopathologywaspositivelyassociatedwithblamingone's
actions,andwithblamingaspectsof one'spersonality.
(3) Thevictim'sappraisalsof theway in whichotherpeoplerespondedto themin the
aftermath.Severalinvestigatorshavereporteddatasuggestingthatthosewhoperceive
thatotherpeoplehavefailedtoreactinapositiveorsupportivemanner,reportgreater
post-traumaticpsychopathology.
(4) The victim's interpretationof the PTSD symptoms.It hasbeenpostulatedthat
appraisalsofsymptomsandsignsofincompetenceorinadequacymayacttointensify
PTSD.It is proposed,withrespectothemaintenanceofsymptomsof intrusion,that
the'negativeidiosyncraticmeaningofintrusions'actstoincreasedistressandtomake
it morelikely thattheindividualwill engagein strategiestocontroltheintrusions.
Thesestrategiesmaythenacttomaintainor eventoexacerbateintrusivesymptoms.
Negativeinterpretationsof symptomsalsoplaya central,maintainingrolein panic
disorderanditisofinterestonotethatindividualswithPTSDhaveAnxietySensitivity
Indexscoresthatapproachthoseofpanicpatients.
(5) Theglobalnegativebeliefsthattheindividualmayholdaboutthemselves,theirworld,
andtheirfuturefollowingtheassault.Therehasbeenconsiderablediscussionof the
roleofshatteringandconfirmationofpre-existingbeliefsin thedevelopmentofPTSD.
Theformerreferstotheproposalthatatraumaticeventpresentstheindividualwith
informationthatis inconsistentwith pre-existingbeliefs.This is saidtoshattercore
assumptions:suchas'theworld is benevolent','theworld is meaningful',and 'the
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self is worthy'. In somecases,a traumaticeventpresentsthe individual with
informationthatactstoconfirmandreinforcepre-existingnegativebeliefsaboutthe
safetyof theworld andtheworthinessof theself.
A pilotstudyhasindicatedthatthefivecognitivefactorsmentionedaboveareassociated
withpersistenceofPTSD symptoms.Howeversomeof thefactorsmaybeaconsequence
ratherthana causeof persistence.The resultshoweverhavehelpedus to understand
PTSD betterand havemadepsychologicaltreatmentof thevictimsmorefocused.The
aboveissuesmustbetakenintoconsiderationwhentreatingvictims.Forexamplevictims
with mentaldefeatduringassaultshouldnotbetreatedwith imaginalexposureasthis
couldmakethemworst.Eachcaseneedstobeanalyzedin detailandasuitabletreatment
modelplannedbasedonthecurrentevidenceof researchknowledgefor eachindividual
victim.Muchmoreinformationareneededandamoreextensiveresearchtoprovidethis
informationisunderwaybutin themeantime,wehavecurrentlyampleexperimentaland
scientificknowledgeto treatvictimsof tortureor PTSDpatientswith moreaccuracyand
hopefullywith goodresults.This howevercanonlyhappenif thereis a strongsupport
andeffortby everyoneconcernedwith thetreatmentof thesevictimsasthemanagement
is ateamapproachalthough,thepsychotherapymaybeonanindividualbasisinitially
As we progressedto moredifficult patients,we attemptedto find out if theuse of
combinationtherapywould in anywayhelpto reducepathologyor lengthof treatment.
Whatwe foundwasveryencouraging.Thecombinationof R-CBT with medicationhas
fasterresponseandreducestheuseof medicationin termsof dosageandthereforeside
effectsandcosts(Azharetal,2000a,2002b;Azhai;2002d).Thedisorderstestedwerepanic
disorder and health anxiety disorders and the drugs used were fluvoxamine and
nefazodonerespectively.Thetablesbelowindicatethepositiveresponses.
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Treatment
I Age
PanicPanicC tasHAS
types
MeanFreqBeliefre9
(sd)
pRxs ss
I Range
Rxx
CBT+FVX
16.074.07oO31. 937.1422 8631.57
8.00
.8 18.36325 93
17-45 cbi sq40.29
cbi sq45.31
df35
df35
p<O.OOOl
p<O.OOOl
CBT. 31.66
8.09
18-44
16.36
3.08
3.64
2.21
100 30.71
9.97
37.0
3.44
21.50
5.17
cbisq58.33
df56
p<O.OOOl
cbisq69.22
df60.0
p<O.OOOl
FVX. 31.36
7.54
18-44
16.07
3.95
9.07
1.98
toO 80.71 36.50
3.23
28.71
4.18
chisq42.39
df42
p<O.OOOl
chisq64.56
df63
p<O.OOOl
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Treatment
I Age
BDlBDIAQOL
types
Meanpre9Pre9
(sd)
Rxsessx
CBT +NFD I 33.11
30.5021.1633.621.226 .8380
(6.88)
(2.12)(2.77)( .3)(3.81)(3.7 )2
17-45
p<O.ooOI
p<O.OOOlp<O.Oool
CBT. 30.94
(6.12)
31.72
(3.21)
22.44
(3.97)
34.83
(2.38)
21.50
(4.21)
65.33
(4.64)
78.77
(4.53)
p<O.OOOI p<O.OOOI p<O.OOOI
Nf'D. 31.00
(7.93)
30.75
(1.86)
26.75
(2.24)
32.95
(2.32)
29.05 63.05
(1.93) (4.66)
68.80
(3.54)
p<O.Oool p<O.Oool p<o.OOOt
Treatmenttypesreceivedby patientsandthe resultsof BDI, BAI, and
QOL at baselineand at endof 9 weeks.
BDI ; Beck DepressionInventory
BAI ; Beck Anxiety Inventory
QOL; WHO Quality of life - Brief Version Scale
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Treatmenttype BDI BAlQOL
CBT+NFD
128.77140.57224 8
CBT
59.31136.3487. 6
NFD
37 643 23. 2
Valuesof F scoresfromANOV A for BDI, BAI, andQOL following9 weeksof
treatmentusingtbevarioustreatmenttypes.
BDI ; Beck DepressionInventory
BAI ; BeckAnxiety Inventory
QOL; WHO Quality of life - Brief VersionScale
Treatment PRPRSYSSYS
Types
re9sre9s
CBT+
93.183.4123.5115.0INFD 3.022.993 824 08
p=0.0016
p =0.004715
CST
5 46 07
2.76
04 479
p 5
. 6 9
NFD
6 05 78 6
1 63
514
47
n.s.
Valuesof systolicbloodpressureandpulserateat baselineandfollowing9 weeks
of treatmentusi.ngthevarioustreatmenttypes.
TreatmentType MeanS.D.
CBT+NFD
186.1165.98
NFD
33 .0081 27
p<0.00001
Dosageof NFD requiredin tbetwodifferentgroupsof patients
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At thispointwewereabletobeconfidentoproposeourmodeltoothersin thefieldand
analysisofourworkwithvariousdisorderswerereportedinseveraljournalsandmeetings
(AzharetaI,1995f,1996a,1996d,1997a,1997b,1997d).At thisstagetoo all our patients
whowerestillonfollow-uphadcompletedatwo-yeartherapyandwewereabletomeasure
theactualchangein ideals/valuesto furtherconsolidateour model(AzharetaI, 1999a;
Azhar,1998a,1999,2000c,2001).Thetablesbelowindicatethechange.
Depression2yearfollow-up
StudyGroup
HDS VMS
mean
s.dmean
9m
5.402 184. 07 38
24m
3 00 82934 3
x2=4.47,df=2,P =0.10
x2=3.52,df=2,p=0.17
ControlGroup
9m
1 575 63271 16 1
7 95 3 04
9 31 3 02
+6/52RPT
1w
2 895
6w
8 2
8 88 8 35
509,df=5,p=O.4
AnxietyGroup twoyearfollow-up
A946 6.
1 9 l,
1 17 l,p=0.27. 597 4
4. 0df 8,P 0.06
5.96,f 7, .7
6 1 15,P = .33
4 9 df=7,p=0.03
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As themodelseemstohavepositiveeffectwhenusedin combinationwith drugs,we
werekeento seeif patientswith mild symptomscouldhavesimilareffectif combined
with non-drugmodalitiesbut usinghealthylifestylestrategiesas adjunctto therapy.
Positiveresponsewasseenusingregimentedexercisetrainingforanxiouspatients(Azhar
etaI,1999b)andfood i.e.chickenessencealsofor anxiouspatientsandhighly stressed
normalindividuals(AzharetaI,200la,2002;Azhar,2002b).
As weprogressed,webegintoseeanemergingpatternofdifferentcognitiveimpairment
amongdifferentpatientgroups.In simplisticterms,depressedpatientstendto show
memorybiaswhile anxiouspatientstendtohaveattentionbias.Thiswhenaddedto the
modelwill definitelyenhancetherapyandhelptodeterminespecifictechniquesforspecific
disorders(Azhar,2003a).For thefuturewe arelookingatmorecomplexchronicnon-
psychoticcasessuchasgeneralizedanxietydisorder,obsessivecompulsivedisorderand
socialphobia.AlreadyweareidentifyingthepatternofType2worryingeneralizedanxiety
disorder,responsibilityandattentionbiasin OeDandimmediateanddelayedmemory
biasin socialphobia(Azhar,2003b).Whatwehaveachievedis essentiallyincorporating
our innovativepracticeinto clinicalpracticefor improvedpatientcarefollowing the
evidence-basedflow chartbelow.
•
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Alas, our hopeis to incorporatethesefindingsinto theteachingof undergraduateand
postgraduatemedicalstudentsasknowledgein thesebasictechniquescanhelpanypatient
in anyfieldofmedicine(Azhar,2002c,2002e).
CONCLUSION
Influenceof cultureonmentalhealthis evidentin Malaysia.Thetypesof mentalillness
seenin thiscountryarechanging.Depressive,hypochondriacal,andanxietysymptoms
aremorecommonlyseenand thepresentationseemsto favora somaticpicture.Most
patientspreferto talk in termsof physicalproblemsratherthanmentalproblemsand
explaintheirproblemsin termsof lossof soul substance.Epidemichysteriais another
episodicphenomenaseen.Obsessive-compulsivepatientspresentmainlyasruminators
withcommonlyreligiouscontent.Theculturalinfluenceisalsoseeninpsychoticpatients.
Thecontentsof delusionsandhallucinationsof patientsaremainlyregardingreligious
andsocioculturalissues.An interestingaspectof relapsedschizophreniain Malaysiansis
thattheyarenotrelatedtohighexpressedemotionsin patients'relatives.
Culture-boundsyndromesin Malaysiaincludetrancestates,koro,amok,andlatah.Many
oftheculturespecificsyndromesareattributedtothetraditionalbeliefthatspiritualforces
exertimmensecontroloverbothphysicalandmentalhealth.
Psychotherapyin Malaysia.
Freudianpsychotherapyis notpopularin Malaysia.Supportivepsychotherapyandthe
behaviortherapiesarewell acceptedby patients.A new form of psychotherapyusing
religiousinputhasbeendeveloped.Itusescognitivetherapyasthebasicprinciple.It does
notlookforconflictsinpatientsbutcollaborateswithpatientstofindtheiridealsorvalues.
Thesearethenanalyzedto understandwhy theycausesymptomsand subsequently
modifiedwiththeQuranandHadithasguidelinesoastoextinguishsymptoms.Research
hasindicatedthatthoseonthistherapyimprovefasterthanthoseonsupportivetherapy.
Currentlythistherapyhasbeenextendedtoseveraldisorderssuchasdepression,GAD,
socialphobia,panicdisorder,healthanxiety,OCD,schizophrenia,Bipolardisorder,Eating
disorder,andseveralotherdisorderswithveryfewpatientnumberstobereportedasyet.
Thetechniqueaswedevelopthemseemstofavorthecognitive-behavioralmodelandwe
usethearrayoftechniquesby Beckianschoolaswellasbehaviortherapytechniqueswith
religious-cognitivemodification.Our therapyis nowbeingincorporatedaspartof CBT
andassuchwecall it R-CBT.Futurework is directedatthemorechronicnon-psychotic
disordersaswellasmilddisorderswithmoreemphasisonunderstandingpsychopathology
andin turndevelopingbettermodelsandtechniquesfor useon our patients.Fromthe
resultsachievedsofar,it isveryclearthatpsychotherapydoesworkonruralMalaypatients
justaswell,if notbetter,thanotherpatientsaslongasmodificationsaremadetotechniques
andstrictlyadheredtoandinfluenceofcultureistakenintoconsiderationwhilepreparing
thepsychopathologicalformulation.
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